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ABSTRACT 

Although studies indicate that as many as 22 percent 
of women have been raped, few of these women seek help immediately 
after the rape. Most rape victims experience a postrape distress 
response which may not be resolved for some victims. Long-term 
symptom patterns include fear/avoidance responses, affective 
constriction, disturbances of self-esteem/self-efficacy, and sexual 
dysfunction. The understanding of long-range psychological problems 
IS complicated by temporal distance between trauma and aftereffects, 
the interaction of trauma with the victim's coping process, and life 
changes. Because of culturally supported myths about rape such as the 
woman bearing responsibility for the rape, a victim is more likely to 
accommodate the rape than to resolve it. Most treatment studies have 
focused on only the first year postrape. A stress inoculation 
treatment package for nonrecent rape victims who are demonstrating 
phobic fears has been developed which includes didactic, coping 
skills, cognitive, and facing fears components. Procedures for 
treatment of nonrecent rape victisis include assessing spontaneous 
rape resolution; building a relationship with the client; addressing 
resistance; and fostering rape resolution through discussion of 
painful feelings, involvement of the social network, promotion of 
cognitive re-appraisal, restoration of self-efficacy, and treatment 
of target symptoms. Refinement in conceptual models of rape impact 
and resolution is needed. (ABL) 
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Rbstpact 



Recent prevalence studies haue suggested that t3-22X of noien haue 
been raped at soie point in their liues; but as fei as 4X of thei 
sought professional assistance iiiediately. E^len ihen adiinistered 
{Mediate I y post rape j hoieuer^ psychotherapy has not been shoin to 
iiproue the outcoie of treated rape uictiis ouer that achleued by 
■iniial contact alone. Studies of nonrecent uictiis indicate that 
post rape aftereffects are persistent and that lany entered 
psychotherapy euentually^ often years after the actual assault. These 
observations suggest that the priiary role of psychotherapy in the 
treat lent of rape uictiis is the identification and handling of 
chronic^ posttrauiatic responses to a nonrecent experience. It is 
concluded that iost of the existing literature on the aftereffects and 
treatment of rope treatient addresses the i Mediate trauMatic 
responses only. The present paper is a discussion of the processes 
through ihich uictiis accoiodate to sexual assault and the long-tern 
iapact of these efforts. Then^ assessnent and treatment procedures 
for nonrecent uictiis are suggested. 
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Recent prevalence studies have indicated that between 13X and 
22% of eoien have been raped at soie point in their lives (Koss, 1983; 
Koss 6( Oros, 1982; Russell, 1984). Rape victiis rarely seek help or 
utilize assistance iiiediately postassault. For exaiple: 

— R recent study of college student rape victiis indicated that 
only IX of the ■oeen had obtained victii assistance services froi a 
rape crisis center and another 4X had sought professional counseling. 
Fever than half of these voien told anyone at all about their assault 
or even labeled theiselves as rape victiis (Koss, 1983; in press). 

— Reong adult victiis three eonths postrape, less then half of 
the eoten vho vere judged to need treatment agreed to accept 
psychotherapy (Kilpatrick, Ueronen, i Resick, 1979a). 

—Only a quarter of victiis vho entered an iiiediate postrape 
treatient prograi completed a 14 hour course of therapy (Frank & 
Steeart, 1983). 
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The reluctance of rape gictiis to utilize forial treatient 
iiiediately postaesault does not seei alter the course of their 
recovery hoiever. For exaiple^ Kilpatricki Ueronen^ & Reside 
(1979q} developed a brief behavioral intervention procedure of V6 
sessions. This treateent consisted of a didactic coiponent (e.g. 
presenting a rationale for the developient of rape related fears and 
conveying the contribution of culturally supported rape lyths to 
self-blaie) and a coping skills coiponent (e.g. iuscle relaxationi 
diaphraeotic breath ing^ guided sel f-dialoguei and encourageient to 
confront feared situations). No significant treatient effects lere 
found on outcoie leasure;^ betieen tio groups of recent rape victiiSi 
one of ihich received treatient ehile the other received iiniial 
contact only. Resick (1983) concluded that "rape victiis are 
frequently uniilling to receive any type of therapeutic intervention 
iithin the first fei ionths after the assault. They (and their 
fan i lies) often express the hope that if they don't talk about the 
assault and try not to think about it| they ^111 forget it and 
recover" (p. 131). 

Unfortunately^ evidence froi long-ten fol lot-up studies tith rape 
victins suggests that spontaneous recovery doesn't characterize the 
lajority of v let its. Ilore than 40X of rape v let its reported continued 
sexual difficult ieS| restricted going out| suspiciousness ^ fear of 
being alonei and depression 1 to 2 1/2 years postassault (Nodelsoni 
Notiani Jacksoni & Gornicki 1962). Probleis in long- sexual 
functioning (e.g. Becker^ Skinner-i flbel ^ Treacyi 1962; Burgtss & 
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Holistroii 1979q) and in aarital adjustient also haue been reported 
(niller, Uililaif, & Bernstein, 1962). Only 25X of rape uictiis 
•ere found to be free of significant syiptois on standard 
psychological tests one year after the assault (Ki Ipatricl^i Ueronen^ 
8t Reslcki f979b). (lore than one year after the rape^ uictiis still 
scored one standard deviation aboue nonuictiied ioeen on a fear 
survey. Burgess and Holistroi (1979a) interuieied rape uictiis four 
to six years after sexual assault and aslced thei if they "felt back to 
noriali that is, the «ay you felt prior to the rape." The responses 
indicated that 37X of the uictiis had felt recovered lithin aonths; 
37X felt recovered only after several years^ and 26X did not feel 
recovered. Thus^ it is not surprising that aieiong one saaple of aoaen 
raped 1-16 years previously^ 16X of stated that they eventually had to 
seek psychotherapy for help aith rope related concerns (Ellisi 
Rtkesoni & Calhoun^ 1979). This paper is a reviea of clinical and 
eapiricai aork on the treataent of the nonrecent rape victias. 

The Rftereffects of Rape 
For ethical nnd huaane reasons^ no eapirical studies have been 
attempted of rape victias aithin hours of the assault. Likeaisei 
practical considerations have aade it difficult to keep a saapie of 
victias intact during folloaup periods longer than one year. 
Consequent ly, aost prospective eapirical studies of the syaptoaaatic 
responses to rape have focused on the tiae period betaeen one aonth 
and one year postrape. Extensive revieas of this aaterial ore 
available elseahere (e.g. Holaes & Laarencej 1963; Ellisi 1963). 
Uhat is knoan is that aost vicitas experience an iaaediate 
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postrape distress response^ ehich for soie uictiis^ fails to resolue 
and develops into a chroniCi though heterogeneous syiptoi pattern that 
lay persist for uariable length of tiie (Ellisi 1983). The core 
features of these long-ten syipto^ patterns appear to be a set of 
fear/auoi dance responses^ affectiue constrict ion^ disturbances of 
sel f -est eei/se If -efficacy^ and sexual dysfunction. fl nuiber of 
factors lay iodify the intensity of a uictii's response to rape 
including: characteristics of the criie (flcCahill^ fteyeri & Fischian^ 
1979; Franic & Steiart, 1963), locus of control (Janoff-Bulian, 1979), 
coping ability (Burgess & Holistroi, 1979a}, life stress (Ruch, 
Chandler, & Harter, 1960), personality uariables and social netiorl^ 
(fltl^eson, Calhr^un, Reside, & Ellis, 1962), and deuelopiental stage of 
the uictii (Notion & Nadelson, 1976). No isotorphic relationship 
bet teen trauia and synptoi has been obser;^:^. Hoteuer, the nature of 
the interact iue effects and ehy soie uictiis deuelop iore chronic 
patterns is not yet know. 

fl prisary need is to deuelop a better understanding of the nature 
of the long range psychological probleis associated eith sexual 
assault. This should be a high priority for research but it is an 
area fraught lith probleis. The estabi ishient of causal linies is 
coiplicated by the teiporai distance betieen trauia and iong-tern 
aftereffects, the inability of uictiis theiselues to connect early 
trauia iith current functioning, and the relatiutly high percentage of 
luitipiy Mictiiized clients, fl further obstacle to study of 
long-ten aftereffects is that the long-ten postrape clinical picture 
is not d;:e siiply to the earlie? sexual assault. Rather, the pattern 
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is deteriined by the trauia interacting tith the effects of the coping 
processes odopted by the victii. R final difficulty i^ that the long 
rang^ iipact of rape lay inuolue changes not evident in the iiiediate 
postrape picture^ changes that eierge only after the response of the 
social netioric and postrape life changes have been assiiilated by the 
victii. 

flccoiodotion Uersus Resolution of Rope Trauia 
Trauia is dissipated as a result of a reintegration process 
(Pasetaric & flibersi 1972) that includes a series of cognitivei 
affectigei and behavioral changes. Finkel (1975) has eiphasized the 
role of cognitive reappraisal In the reintegration process thereby the 
initial interpretation of an event is replaced by an evaluation that 
etphasizes net attributes including the discovered ability to copei 
adapt I learn I grot^ and becote self-reliant; and produces a greater 
sense of strength^ depths taturity. sensit ii'ity, honest y^ and 
sel f-conf idence. 

These changes seet tost unl lively to occur spontaneously in rape 
victitts because tany do not disclose their sexual assault to anyone 
and because all tust contend tith a culture in thich socially 
transiitted tyths about rape support a belief in the totan's 
responsibility for rape (Burt^ 1960). Rather than supporting a 
redefinition of rcipe as ''bad luck/ these cultural tyths toy reinforce 
feelings of untorthiness in a raped totan. Thus^ the clinician is 
unlikely to see cognitive reappraisal and resolution of rape but is 
likely to see an accotodotion to it. The pernicious consequences of 
the accotodation process for child sexua! assault victits has 
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recently been described (Suuitt^ 1963). flet iith disbelief and 
rejection^ the child uictii assuies responsibility for the sexual 
uictiiizations or siiply denies the reality of thei. In so doings the 
child Mictii is forced into a psychological position of "self-biaiei 
self-hate^ aiienationi and reuictiiization" (Suiiiti 1963| p. 177). 
The accoiodation process can lead to a decrease in the coiplexity of 
self-scheia^ can enhance Mulnerabi I ity to future stressful negative 
events^ and toy iipair the overall functioning of uictiis (Linvillei 
1982). Because the highest rates of rape are recorded in the 17-21 
year old age group^ lany uictiis are unlikely to have reached a lature 
adult level of cognitive abilities that light litigate the effects of 
sexual assault. The iipact of rape lay be lagnified by adolescent 
egocentricisi thereby individuals believe that ihat they are thinking 
is ihat everyone is thinking^ and by their belief that they are in 
front of an iiaginary audience iho is evaluating thei. 

Even the adult victii^ burdened iith the lyths of feiale 
nesponsibi I ity for sexual outcoie^ iill find it difficult to obtain 
validation of the reality of her status as a victii. Denied the 
opportunity to develop a positive reinterpretat ion of her experiencei 
the victii lust assiiilate degradation and helpiessness into her 
behavior and iorld viei. To the extent that a victii sees herself as 
daiaged and uniorthy^ she lay becoie coiproiised her ability to be 
poierful and to affiri her dignity. Syiptoiat ical iy^ the ciinical 
picture lay vary froi a constrictedi fear doiinctedi iithdrain client 
to a client iho acts out her inability to affiri her dignity by being 
repetitively involved in abusive relationships. 
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Eapiricol Evoluotions of Treat Mfit Effectiveness 

BecQuae fei eipirlcal studies haue atteipted to describe the 
aftereffects of rape beyond a one year period^ it i^a not surprising 
that iost treateent studies houe focused only on those syiptois that 
haue been obserued ieiediately postrape. (Extensiue reuiees of this 
iaterial can be found in Ellie^ 1983; Holies & LairencOi 1963; and 
Re^lci^i 1983} . In fact^ the bull^ of the published literature on rape 
treatient eualuation consists of behoMidrc! case studies ehere a 
single interuention is directed ot a focused syiptoi (e.g. Becker & 
flbel, 1961; Blanchard & Rbel, 1976; Uolff, 1977). 

There are large scale outcoie studies of rape treati^ntj but 
these have also inuolued behauioral treatient of the utctii 
leeedlately postassauft (e.g. Kilpatricki Ueronen^ t Resick^ 1979b; 
Turner & Franks 1981). Hoieuer^ a stress innoculation treatient 
package has been developed for nonrecent rape uictiis (3 or lore 
ionth post assault) eho deionstrate phobic fears and auoidance(Ueronen 
& Kilpatricki 1983). Treatient procedures include a didactic 
coaponent (i.e. a rationale for the deuelopient of rape-related fears 
and a discussion of the contribution of culturally supported rape 
:;iyths to sei f-blaie}^ o coping skills coiponent (i.e. iuscle 
relaxation^ diaphraiatic breathing^ guided sel f-dialoguei 
encourageient to confront feared fituationsi role playing^ and couert 
todeling}| a cognitiue coaponent (i.e. thought stopping for intrusiue 
thoughts^ guided self-dialogue to replace negatiue sel f-stateaents}| 
and specific hoaeeork assignaents ahich require graded practice in 
facing target fears. Nonrecent rape uictias iho receiued this 

er|c 
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treatienl package lere coepared to nonuictiis iho receiued assessienta 
only. Uhite preliiinary findings lere positiue (Ueronen & (Cilpatrick^ 
1962}^ foriat results haue not yet been published. 

There appears to be a ■isiatch in the design of lany rape 
treatient studies betieen therapy goals^ treataent procedures^ and 
outcoae aeasures. For exaaple^ outcoae aeasures frequently haue 
focused exclusiuely on target syiptoa reduction. Rt though theoretical 
discussions of rape treataent^ euen those based on a behauiorai 
perspective^ highlight the iaportance of cognitiue changes^ there has 
been o lack of attention in outcoae studies to the specification and 
aeasureaent of cognitiue changes that lould be reflect iue of rape 
assiailotion and resolution. 

In addition^ therapy durations in aost studies aere brief (4-10 
sessions) and aere adainistered iaaediately postassault. These 
interuentions aay be too early and too short to alter the fundaaental 
process of rape resolution. They do not seea to take into account the 
aagnitude of changes that haue to occur to resolue a trauaa. 
Particulari ly aith reaote uictias aho haue liued silently aith their 
experience for years^ treataent effects aay be deaonstrable only after 
the therapeutic process has guided the uictia into posit iue life 
experiences that reinforce a changed cognitiue appraisal of the sexual 
assault. Such changes require tiae. Uhile a large nuaber of 
treataent sessions aay not be needed^ it acy be prudent to space thea 
out in tiae and arrange for a longer period of folloaup posttherapy 
before the final uerdict on therapy effect iueness is rendered. 
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Clinicol Gonsiderot ions vith the Honrecent Rope Uictio 

Consider the foHoeing client vho illustrates a typical clinical 
picture of a nonrecent rape uictio: 

fl 10 year old voian coie to treat oent because she eas 
experiencing debilitating distress folloring a burglary 
of her hoie . flt i nt ake she descr i bes o h i st ory of 
dysphoria and a repetitive pattern of unsatisfying 
r e I Qt i onsh i ps e i t h len . Lot or ^ of t er lany t reat lent 
sessions deuoted to these issues^ she describes being 
abandoned during a tiie of crisis by o oon eith ehoi she 
oos in loue. liiediately after the breakup^ her 
ex*iouer's boyfriend broke into her apart oent and forced 
her to haue sex. Uith tears streaiing doen her face^ she 
oonders that iipact this experience has had on her life. 

Uhile fev eniters haue addressed the unique treatient 
considerations posed by this type of rape uictii^ valuable 
contributions haue been lade by Forian (1960) eho discusses the 
assessoent of spontaneous rape resolution; Burgeas & Holistroi (1979b) 
iho describe a dynaiic brief psychotherapy for the treatient of silenl 
rape reaction (i.e. acute rape trauia triggered by an euent syibolic 
of the earlier assault}^ and a nuiber of eriters eho ho^e proposed 
focused interuent ions for use eith specific rape related target 
syiptois (e.g. Ueronen & Kilpatrick^ 1983). 

Ue are concerned^ hoeeuer^ that no single sc^urce describes 
cooprehensiuely the clinical considerations in the treatient of 
nonrecent rape. Ue are part iculari ly concerned that soie behauioral 
treatient approaches^ shoin to be ineffective lith uictiis iiied lately 
postassaulti eould be inappropriate to nonrecent uictiis lithout 
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suppleientQt ion by attention to the gictii*s needs for support and 
uaiidation as leM as procedures specifically directed at the 
cognitive resolution of rape. Therefore^ froi published papers and 
our oin clinical experience^ ie have distilled the folloiing 
procedures for the treatient of the nonrecent rape victii: 
Assess Soontoneous Rape Resolutlj)n 

Unresolved sexual trauia occurs then a voian ie raped j shares 
little or no inforiation about her experience lith others^ and 
consequently is unable to settle her reactions to the experience 
(Burgess & Holistroi^ 1979). Undoubtedly^ there are Instances there a 
ionan gives a history of sexual assault that is not o prieary causal 
factor in her presenting syiptoi picture. Therefore^ Foreian (1983) 
describes several criteria that the clinician can consider to 
deteriine ihether intensive psychotherapeutic lork needs to be 
directed toeards a client's reiote assault experience. The presence 
of any of the folloiing factors suggests unresolved sexual trauia: 
inability to discuss the rape openly lithout glibness or overreact ing^ 
persistent post rape syiptois that lere not present or not as severe 
prerape^ negative leanings ascribed to the rape experiencei postrape 
deterioration in the victii's social support systei or total avoidance 
of ien^ or overact ion to a disagreeable but relatively »inor sexual 
10 1 est at ion. 

Build 0 Relationship and Address Resistances 
As alioysj treatient begins lith the estabi ishient of a 
therapeutic relationship iith the client. Part iculari ly in cases 
ihere sexual assault occurred at an extreiely early age^ there toy be 
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considerable interference eith the norial deuelopaent of trust and the 
ability to i^^late to others. Techniques beyond those geared toeard 
basic relationship building should be held in abeyance until the 
clinician obserues the signs of q working relationship. 
Foster Rooe Resolution 

The folloeing procedures aay require the bulk of therapeutic 
tiae. They are designed to aodify the n.^gatigc iapact of a uictia's 
Qt^enpts to accoiodcte her self-concept to the sexual assault. Rape 
resolution is proaoted by the folloeing four clinical procedures: 

Discuss painful feelings . In thw context of a supportive 
therapeutic relationship that is nonblaaing and ua 11 dates the client's 
experiencoi discussion of painful feelings regarding a past sexual 
assault aay result in a "corrective eaotional experience." Talking 
□bout a painful experience helps to strip it r its distressing 
potential and to return a sens^ of control to the vicita. Often^ 
however^ the constraints that have kept the aeaories suppressed for so 
long are still apparent to the clinician. The victia eho has been 
unable to share her experience eith anyone frequently requires 
assistance io facilitate reaeabering and verbalizing the painful 
feelings connected eith her rape. Support and reassurance are 
iaportani to bringing out out painful aeaories (6urgess & Holastroai 
1979b) « In soae coses victias aay desire to discuss their feelings 
but various factors (e.g. repression^ suppressioni effects of tiaei 
young age at tiae of assault) aay render thea unable to reaeaber auch 
□biut the experience. Techniques such as deep breath ingi auscle 
relaxationi free associationi proapted recalli or hypnosis aay assist 

14 
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the victii to recall her experience. 

Inuolue the sociql nettork . Resolution of a rape experience 
inuolues sharing it iith significant others if the gictii has not done 
so preuiously. Telling others lay not be easy if the victli has 
hidden her recret for ionths or years. It lay be helpful to discuss 
In advance ihoi to share the inforiatlon lith; hoi to present the 
experience to thet^ and ihat their reaction Is likely to be. Uictlis 
lay be encouraged to irlte their experiences doin in diaries or 
letters as a step toiard uerbalizing thee. Uhen possible^ a guided 
confrontation lith the perpetrator can be very therapeutic. 
Involueeent In a support group for incest or rape victiis eay be 
helpful to expand the social support auailab le to the ulctli. 

Proaote Cognitive Re-flppraisal 

Rape V let lis are no different froa nonulct iaized ioaen in the 
extent to ihlch they subscribe to lyths about rape (Kossj In press), 
ftany ilspercept Ions exist about rape and It is helpful to learn ihat 
the victii thinkr about the cause of her rapej the degree to vhich she 
feels responsible^ and the longteri ponsequences she expects as a 
result. Techniques alied at syiptoa reduction eay ultiiately fail 
unless thoughts and perceptions are aodifled. Burgess & Holastroi 
(1979q) described several styles of thinking about rape that occurred 
spontaneously and seeied to be associated iith recovery. They 
Included suppression ("I don*t think about it at night"); 
iiniiol izat ion ("Coipared to ihat a young girl iould experience after 
a rapej Ry experience iosn^t bad")j rationalization ("He ios a sick 
•on iho needed help and It ios just a one in a ill I ion chance that he 
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broke into ly house")i and draiat izat ion (i.e. repeatedly expressing 
the ieiories of the experiency and thereby dissipating the anxiety 
associated «ith it.) 

Uer onen & KH pat rick (1962) suggest three lays in ihich rape can 
be assiiiiated as a positive event: as a consciousness raising 
experience ("i lasn't luch of a feiinist before ly rape but it kind of 
crystallized for le the toy ioien are treated in our society")^ as a 
life appreciation lesson ("During the rape I said to iyself^ *lf I 
coie out of this ali^e^ there's alot of things l*i going to change in 
iy life and Til be grateful for euery iinute of every day I live'")^ 
and as a challenge to overcoie (^I've aliays been a strong person. I 
realize that not that Ti a survivor"). 

Therapeutic tork on a victii's cognitive appraisal of her 
experience begins tith the clinician eliciting her attitude^^ and 
beliefs regarding the rape. Beliefs that are adaptive are suported 
and reinforced^ laladaptive cognitions^ those that operate to aaintain 
sy»ptois (e.g. "I knot Til never be norial after this/ "Sex till 
never have leaning for le again/ "That shots you hot bad ly judgement 
about ten is")^ are handled therapeutically . Therapeutic handling of 
Koladaptive cognitions involves tactfully challenging thei on the 
basis of their factuol accuracy or the logic of their conclusions 
(e.g. "It's true that your dress tas unusuali but does every totan tho 
dresses punk deserve to be raped?") The goal is to assist the victii 
to reforiulate her appraisal of her experience into tens that allot 
her to put the rape behind her and get on tith her life. Such a 
reappraisal does not liniiize rapei but aits to guide the victii to 
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positively assiiilate rape into her picture of iho she is^ hoi she got 
that ioyi and ihere she is going froi here. 

Restore Self-Eff icacy , Ue have hypothesized that the process of 
accoiodation to rape can result in loiered self-esteei (i.e. Ti a 
bad person") and self-efficacy (I'l ieakj people take aduantage of 
ie"). Burgess and Holtstroft (1979b) observe that rope often disrupts 
iiportant need satisfaction. R sexual assault lay threaten needs to 
be cared about^ to be sctcursj to trusty to be in control ^ and to 
Qchieve. The individual personality of a rape victii dictates the 
needs that are iost impacted by rope. 

Support and reassurance regarding the client's legitiiote status 
as a victii are helpful to reducing guilt and self-blane and restoring 
self-esteei. The clinician also coii suggest concrete steps outside 
of therapy that begin to restore a victii's self-efficacy. For 
exanple^ the victii iith strong needs to be cared about ioy believe 
that rape has lead iiportant people to reject her. She ioy benefit by 
a referral to a support group led by recovered rape victiis iho can 
reach out and care fr^r victiis still struggling iith their experience. 
The victim iith a high need to achieve ioy benefit froi encourageient 
to take training in rape counseling and eventually serving as a victii 
advocate. Through these types of adjunctive therapeutic experiences^ 
loi seh-esteei and a lost sense of set f-ef f icacy are addressed. 

Treat Target Suiotois 
Bs a consequence of successful rape assiii lot ion^ the victii 
iay becoie able to look at her experience in a different light and 
conduct her future relationships on the basis of changed perceptions. 

17 



Rape Treat Bent 16 



in instances vhere presenting syiptois are not severe ^ significant 
clinical iiproveient can be secured by the resolution of the assault 
experience alone vithout the use of further techniques. 

Hoieuer; then syiptois fail to resolue as a result of lork on 
Qssiii lot ioni specific treatient techniques focused on target syiptois 
are needed. Ueronen and Kilpatrick (19G3) present an excellent 
description of techniques to treat fear and auoi dance. The 
treatient of rape related depression is addressed by Frank and Steiart 
(1963). Becker and Skinner (1963) describe the treatient of sexual 
dysfunction subsequent to sexual assault. The persistence of serious 
probleis in a rape uictii's established intiiate relationships usually 
dictates conjoint sessions lith her partner. To date no clinical 
literature addresses treatient techniques geared to the specific 
iitpact of rape on an established relationship. 

Conclusions 

in conclusioni the ansier to the question about treatient of rape 
uictins that le posed in the title^ "Hoi luch do le knot?/ is "Too 
little.** Rs public and professional consciousncc.^ is raised about the 
widespread prevalence of sexual uiolencei lore loien froi the large 
pool of rapeed lOien lay define theiselues as victiis and seek 
psychotherapeutic treatient. Rlready^ clinicians are experiencing an 
increasing nuiber of u let lis of childhood sexual ossault iho are 
seeking treatient subsequent to the extensiue ledia coverage deuoted 
to this topic recently. Because of the shock that 1 Mediately follois 
rape appears to preclude a coiiitient to treatient ^ the bulk of 
uictiis seen in psychotherapy haue been assaulted lonths to years 
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earlier. Ue have obserued that the iong-teri iipact of rape and the 
clinical treatient of the nonrecen^ Mictit are not lell addressed in 
existing literature. Our cardinal Intent has been to call for 
refinetent in the conceptual todeis of rape iipact and resolution. In 
this lay the gitality of the field can be sustained and net groith in 
our ability to help gictiis lay result. 
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